Research often focuses on the characteristics of stepfamilies and their differences with first-union families; however, few studies take into account the therapist's perspective with regards to the treatment of such families. Also, cross-cultural research on the topic is limited. To fill these gaps, a content analysis of responses from 125 Italian and 45 American therapists regarding their representations of stepfamilies and stepfamily therapy was undertaken. Results show that American therapists emphasized specific stepfamily characteristics (e.g., the lack of a shared family history, the occurrence of conflict between former spouses, the presence of unrealistic expectations towards treatment) to a greater extent if compared to Italian therapists. By contrast, besides being more general in their definition of stepfamilies, Italian therapists focused more on themselves, their theoretical models, and their professional and personal skills. The study provides insights on both the differences in the clinical cultures of the two countries and implications for stepfamily therapy and training.
Introduction
Therapists are expected to be culturally competent (DeAngelis, 2015) by demonstrating sensitivity to differences in clients, such as those associated with race and ethnicity, gender and sexual orientation, and social class. Therapists who work with families have the additional challenge of demonstrating cultural competences in their work with complex family forms (e.g., stepfamilies, cohabiting couples). One aspect of multicultural competence includes awareness of both one's own and the client's representations and beliefs (Altmaier & Hansen, 2011) together with the ability to understand and adequately respond to client expectations in therapy. The concept of therapists' representations is particularly important as clinicians form their idea of the client based on their own conceptualization of reality (Rogers, 1983) , which, in turn, is influenced by their knowledge of the client, their own theoretical background and training received, their expectations as well as by other context and situational factors (Higgs, Jones, Loftus, & Christensen, 2008) . In other words, therapists' perceptions of stepfamilies and their educational and training experiences are inevitably interwoven.
To date, research on the therapists' representations of stepfamilies is scarce to non-existing, and this is surprising especially if we consider: (1) the increasing number of stepfamilies and repartnerships in many countries (ISTAT, 2015 ; U.S. Census Bureau, 2012; Vikat et al., 2007) ; (2) the correlation between non-specific therapeutic variables (e.g., the therapists' attitude towards the client and his/her cultural background) and positive treatment outcomes (Beutler, Machado & Nenfelt, 1994; Elliott et al., 2011) ; (3) the higher number of dropouts of minority clients in general (Altmaier & Hansen, 2011) and stepfamily members in particular (Ford & Hecker, 2008; Pasley, Rhoden, Visher, & Visher, 1996) due to the therapist's inexperience, lack of awareness or sensitivity towards their particular situation and life context; (4) the fact that therapists' representations and beliefs inform their clinical reasoning and therefore shape the therapist- (Higgs et al., 2008) ; (5) the comparison between therapists' perceptions and research findings might provide useful information on the extent to which the latter have filtered down (Fisher & Sprenkle, 1978) and are actually applied in everyday practice. Moreover, while several studies have focused on the cultural and national differences in marriage and family therapy (Hardy & Laszloffy, 1995; McDowell, Goessling, & Melendez, 2012) and, more recently, some attention has addressed the manner in which family therapists are trained and practice in various countries (Dattilio, Piercy, & Davis, 2014; Piercy et al., 2014) , there's only one study investigating the representations of stepfamilies in a sample of Italian therapists (Browning, Accordini, Gennari, & Cigoli, 2010) while no cross-cultural studies have been published on the topic.
Till the ocean do us part: Italian and American therapists' representations of stepfamilies in treatment
The present paper adds to the literature on stepfamily therapy by focusing on clinicians in two countries (Italy and the U.S.) where similar theoretical orientations exist, but where virtually no research exists that addresses their representations about stepfamilies and how such representations influence their cultural competence in their work. More specifically, the goal of the present study is twofold: (1) to examine how the Italian and American therapists in our sample perceive stepfamilies and their practice with this kind of clients, and (2) to compare the representations of the Italian and American clinicians in an attempt to understand how the two groups might inform one another, while drawing some implications for practice in the two cultural contexts.
Stepfamilies in Italy and the U.S.
Although stepfamilies are not a new family form, their numbers continue to grow with the U.S. having the highest number of stepfamilies following marital disruption (Sweeny, 2010; U.S. Census Bureau, 2012) . America is not alone in this pattern, as most European countries have experienced an exponential increase in stepfamilies, although this is primarily due to the rise in divorce and remarriage rates (Fürnkranz-Prskawetz, Vikat, Philipov, & Engelhardt, 2003; Vikat et al., 2007) . Although Italian stepfamilies are not as common as U.S. stepfamilies, they are becoming more widespread (Bianca, Malagoli Togliatti, & Micci, 2005; Mazzoni, 2002) . With the 89,303 separations and the 52,335 divorces that occurred in 2014, relationship dissolution has increased. For example, marriages ending by their 10th anniversary increased from 4.5% in 1985 to 11% in 2005, and many of these spouses have children: 76.2% of separating and 65.4% of divorcing couples in 2014 had one or more child(ren). Other data show that the ratio of second to first marriages increased, growing from 12.8% in 2008 to 16.1% in 2014 16.1% in (ISTAT, 2015 , and the most recent data (2009) show that stepcouples (either remarried or cohabiting) were 7% of the overall population. In 37.9% of cases both partners had children from previous unions, whereas in 12.9% of cases both spouses had their own children and a mutual child (ISTAT, 2011) .
With regards the U.S., Lewis and Kreider (2015) report that 42% of all recent marriages are remarriages for one or both partners, and the Pew Research Center (2011) records show that in America 42% of the adult population 18 years and older is in a step relationship, being either a stepparent, stepchildren, or stepsibling. According to Livingston (2014) , 42 million people are remarried in America and another 36 million are either divorced or widowed, so logically 78 million Americans are already, or could potentially become, part of a stepfamily. Much of these data use an outdated definition of stepfamily based on remarriage, failing to consider nonresident stepfamilies (a stepfamily in which the child visits), cohabiting stepfamilies, and first marriage stepfamilies, leading to underestimating the actual number of stepfamily households.
While they are reported to be growing in number both countries, Italian and American stepfamilies bear significant differences, especially with regards to the age of the partners at the time of the family formation (with Italians repartnering at later age) and the presence of young cohabiting stepchildren (with only 4% of Italian stepchildren being 18 or younger) (Fürnkranz-Prskawetz et al., 2003; Steinbach, Kuhnt, & Knüll, 2016) . Moreover, generally speaking, the Italian population is more homogeneous in terms of race and religion if compared to the American, and this applies to both stepfamily members and therapists alike.
While these differences are to be kept into account in making cross-national comparisons, studies have shown that both American and European families are subject to the nuclear family ideology (Ganong & Coleman, 2016) and are largely influenced by the same myths, beliefs, and stigmatization (Kreyenfeld & Heintz-Martin, 2011) .
Clinical interventions with stepfamilies
Research on stepfamilies in general in the U.S. has a long and rich history as noted in the decade reviews in the Journal of Marriage and Family (see, respectively, PriceBonham & Balswick, 1980; Coleman & Ganong, 1990; Coleman, Ganong, & Fine, 2000; Sweeny, 2010) . The exposure to models of treating the specific issues raised in stepfamilies has occurred in the U.S. since the late 70's (see Browing & Artelt, 2012; Papernow, 2015; Visher & Visher, 1998) . For therapists not educated in the specific dilemmas and problems faced by stepfamily members, scholars suggest that their therapeutic interventions may be poorly designed for these families (e.g., Browning & Bray, 2009; Gurman, 2008) . Moreover, trying to assess and treat stepfamily problems using traditional family therapy approaches often leads to client dropout (Ford & Hecker, 2008; Pasley, Rhoden, Visher, & Visher, 1996) and dissatisfaction with treatment (Higginbotham & Adler-Baeder, 2008) . Despite the increasing number of stepfamilies in all Western countries (Fürnkranz-Prskawetz et al., 2003; Kreyenfeld & Heintz-Martin, 2011) , few publications address the specific issues and techniques to be used in stepfamily therapy. While stepfamily members usually expect their life to mirror that of first-union families and try to enact the same types of boundaries, roles, rules, discipline, and/or relationships (see Ganong & Coleman, 2016) , there are crucial challenges and milestones that differentiate stepfamilies from first-union families, such as loyalty issues involving children (Coleman et al., 2000; Papernow, 1984 Papernow, , 2015 , conflicts between former spouses (Cartwright & Gibson, 2013) , the need to adjust to and create new family habits and routines (Papernow, 2015) , and the introduction of an adjunct parental figure in the child(ren)'s life (Hetherington & Stanley-Hagan, 2002) . Furthermore, when stepfamilies try to replicate first-union families, feelings of frustration, anger, dissatisfaction, and self-deprecation frequently result (Emery, 2004; Ganong & Coleman, 2016) .
While some scholars (Bray, 1995; Bray & Berger, 1993; Visher & Visher, 1988) were early in identifying that specific interventions (i.e., the need to address loyalty conflicts or the continuing influence of the non-resident biological parent in the stepfamily life) were necessary to adapt treatment to the unique needs of stepfamilies, most researchers and clinicians have only recently expanded their recommendations to include interventions unique to this population. For example, Papernow (2015) advocates recognizing that one's status in a stepfamily is highly dependent on whether one is part of the inner circle of the family, or one is perceived as an outsider. Browning and Artelt (2012) underline the importance of examining the interpersonal mistaken assumptions that occur early in stepfamily formation and argue for a subsystem approach to therapy as necessary to reduce the chances that stepfamilies adopt dysfunctional patterns.
Even in the U.S., where publications and websites about stepfamilies are numerous, there are few outcome studies on stepfamily therapy (notable exceptions are Cartwright, 2003; Pasley et al., 1996; Visher & Visher, 1988 ; of these, even fewer consider the therapists' perspective. The present paper adds to the scant literature on the topic by analyzing therapists' representations of stepfamilies. Such an investigation is particularly important if we consider that therapists' perspective and beliefs about their clients are reported to shape their clinical reasoning and the choices made during therapy (Higgs et al., 2008) .
With regards to Italy, stepfamily research remains in its infancy; to our knowledge there is only one published study (Browning et al., 2010) addressing the representations held by a group of Italian therapists with regards to their stepfamily clients. The other few published works by Italian authors are either solely theoretical or based on few clinical cases (e.g., Bianca et al., 2005; Mazzoni, 2002 
Methods

Participants
A total of 170 therapists agreed to participate in the study: 125 were Italian and 45 were American. The inclusion criterion was that they had had at least one stepfamily or stepfamily member as a client in therapy. In case of individual therapy, the presenting problem had to be explicitly related to the stepfamily in which the client resided. Therapists who took part in this study were recruited according to a purposive sampling method. When utilizing this sampling, socio-demographic and social characteristics are not to be automatically considered as relevant as they may overshadow the data collection (Breckenridge & Jones, 2009) .
The Italian sample. To obtain the Italian sample, Italian postgraduate training agencies (N=251) offering continuing education to licensed psychotherapists were contacted via email and asked for the cooperation of trainees. Sixty-five agencies throughout Italy agreed to invite their trainees to participate, each providing one to three names for a total of 125 psychotherapists (34.4% men and 65.6% women). All the participants had a Master's Degree in either psychology (86.4%) or medicine (13.6%) and were licensed to work as clinicians. About half of them worked in private practice (51.2%), whereas 40.8% worked in both public and private arenas. Only 8% worked solely in the public arena. With regards to their theoretical orientation, the Italian therapists are divided as follows: 27.20% systemic, 17.59% integrated, 9.6% relational, 8.79% psychodynamic, 8.79% cognitive-behavioral, 7.20% gestaltic, 6.40% other, 5.60% analytic-transactional, 4.8% strategic, 4% humanistic.
Despite using convenience strategy, this sample appears to be representative of the overall therapists population in Italy, where the percentage of male clinicians is almost three times lower than that of females and most (around 75%) therapists hold a Master's Degree in psychology (Baventore, 2014) , whereas data regarding the place of work of Italian therapists are not available (however, in this study, both private practice and public services are uniformly represented).
With regards to training and continuing education on stepfamily issues, all but three Italian therapists reported having attended such education over the past three years. Moreover, 94.4% of them stated that they have discussed the topic with colleagues and other professionals, 83.2% said that they have read and studied books or articles about stepfamilies, 64.8% affirmed that they have attended conferences or seminars on the theme, 59.2% worked with a supervisor and referred to him/her for clinical advice and guidance, and only 13.6% attended a special training course on stepfamilies. The American sample. These 45 therapists came from 17 mental health agencies that were previously contacted either via email or in person by the second author of this study. At the time of the sample recruitment, all therapists were attending continuing education workshops in two large Eastern states, i.e., Pennsylvania and Florida. Of the sample, 28.9% were men and 71.1% were women. Of the American therapists, 12 were psychologists (26.7%), nine were psychotherapists (20.0%), two were psychiatrists (4.4%), three were unlicensed psychotherapists (6.7%), six were licensed clinical social workers (LCSW, 13.3%), two were general social workers (MSW, 4.4%), and 11 reported being other (24.5%). The other category included those with a Master's Degree in counseling who completed the requirements for licensure. Most American clinicians worked in private practice (38.6%), another 31.8% worked in public service agencies, and the remaining 29.6% worked in both the private and public sector (thus creating three homogeneous subgroups). With regards to their orientation, all but one therapist reported using an integrated model in their clinical practice.
Also the data collected from the American sample are representative of the overall therapists population in the U.S., where figures report a ratio equal to 2.1 active female therapists for every male in 2013 (APA, 2015) .
Regarding their training and continuing education specific to working with stepfamilies, 55.6% of American therapists reported having attended conferences or seminars on the theme, 44.4% read and studied books and articles on the topic, 40% worked with a supervisor, 13.3% discussed the topic with other colleagues, 11.1% attended special training courses, and almost all (93.3%) took part in updating their clinical activity over the past three years.
The American sample is much more heterogeneous if compared to the Italian sample. Such a difference is due to the different educational pathways available in the two countries: While people who are willing to become therapists in the U.S. have a wide array of educational options, Italians can only become therapists after having completed a Master's Degree program in either psychology or medicine, followed by a one-year clinical training and a four-year specialty in psychotherapy during which they are usually taught one theoretical approach that will later likely become their preferred orientation. Social workers and other professionals working in the field of mental health (e.g., counselors) are not allowed to do therapy in Italy. While the Italian sample is more homogeneous in terms of therapist's educational background, clinicians vary greatly with regards to their theoretical orientation.
As such, these differences in the educational pathways and theoretical approach render the comparison between Italian and American clinicians even more meaningful.
Further, participants in both the Italian and American sample were recruited while attending continuing education courses, and most of them-irrespectively of nationality-stated that they received some sort of education about stepfamily issues in the past three years. Despite being highly educated about stepfamily dynamics, only 33.6% of the Italian therapists and 53.3% of the American therapists reported holding to a specific clinical model of intervention with these clients.
Theoretical saturation (Charmaz, 2015) was used to determine the final size of the two subsamples. Among the American participants, this saturation-i.e., the point at which the collection of further data does not add any new information and no new codes are generated while existing ones are both sufficiently dense and accurate and therefore sampling can cease (Charmaz, 2015) -was reached relatively quickly. Of the 67 categories identified to code their responses, 44 emerged from the first 15 interviews (see below, Instrument), suggesting that, despite the within group differences, these American therapists were similar in their responses, and this justifies the smaller sample size. Such was not the case with the Italian participants: Of the 120 categories identified to code their responses, 97 emerged once the 84th interview was collected. While progressively adding 41 extra interviews, the total set of categories (i.e., 120) was finally reached.
Instrument
To explore the clinicians' representations of stepfamilies, a semi-structured questionnaire comprised of openand close-ended questions was constructed. The questionnaire had both Italian and English versions and was developed by the first three authors. Translation and back-translation (Brislin, 1970) was used to guarantee conformity in the two versions. Next, a pilot study of 20 Italian and 20 American therapists, different than those sampled in the present study, was pursued to assess question clarity. The resulting reports and feedback did not alter the overall structure of the questionnaire, but changes in wording were useful in reducing ambiguity.
The questionnaire had two parts. The first part included questions about the therapists, their education, training and continuing education about stepfamilies, and their years of experience, both in general and in treating stepfamilies specifically. The second part included questions about the therapists' representation of stepfamilies and their clinical methods of work with them, using five open-ended questions: (1) Please list the first five words that come to your mind when you think of your work with stepfamilies. (2) Which are the most interesting aspects of working with stepfamilies? (3) What personal and professional characteristics can you count on for your work with stepfamilies? (4) What are, in your opinion, the step- 
Data analysis strategy
The present study used a mixed methods approach (Johnson & Onwuegbuzie, 2004) in which quantitative as well as quanti-qualitative data analytic strategies were used in sequence to analyze the composition of the two samples in terms of participants' education-training, continuing training, and clinical experience and the answers to the five open-ended questions respectively. While allowing researchers to gain an overall understanding of complex processes and phenomena in their idiosyncrasies (which is typical of qualitative studies), mixed methods approaches also permit to draw conclusions based on the relationships between variables (which is typical of quantitative studies) (Bentahar & Cameron, 2015) , and both of these features are consistent with our two research goals. Moreover, the use of a mixed methods design is justified by a pragmatic approach (Morgan, 2007) , which conceives methodology as the convergence point between the abstract level of epistemology and the functional level of different research methods.
In order to gain on overview of the sample composition, descriptive statistics were calculated, and the two samples were compared using independent samples t-test and chi-square test in order to determine whether the therapists in our subsamples differ with regards to those variables relevant to this study (i.e., years of experience both in general and with stepfamilies, theoretical model, specific training to treat stepfamilies), especially given the heterogeneity outlined above. Effect sizes were also computed on these data using either Hedges's g or correlation coefficients and interpreted according to Rosnow and Rosenthal (1996) . Lastly, a multiplicity correction was performed to control the false discovery rate using the Holm-Bonferroni method. Content analyses (Mayring, 2000) were then performed on the therapists' answers to the five open-ended questions. These analyses were performed by two independent judges-both trained psychologists who were blind to the research questions and objectives-with the goal of reducing data variability by identifying latent factors and creating a smaller number of categories. Inter-rater agreement was computed to check for the level of agreement between judges in assigning a given answer to a given category (Hayes & Krippendorff, 2007) .
The categories resulting from the content analysis were then inserted in a software for textual analysis, i.e, T-LAB 4.1.1 PRO (Lancia, 2004; Margola, Donato, Accordini, Emery, & Snyder, 2017; Margola, Facchin, Molgora, & Revenson, 2010) .
In this study, the T-LAB software was used to examine the characteristics of stepfamilies and stepfamily treatment emerging from the words of participants. Although the description of the full process underlying the software functioning is beyond the scope of this article, it should be remembered that T-LAB uses two types of computational units, i.e., lexical and context units. Lexical units (LU) are single words that together make up the corpus under analysis. In this study, lexical units correspond to the categories created to code the answers given by therapists in both samples. Context units (CU) correspond to the two subsets: The set of interviews of the Italian therapists made up of those categories used to code their answers (i.e., 120 categories), and the set of interviews of the American therapists made up of those categories used to code their answers (i.e., 67 categories).
The difference between LU and CU is key to understanding how T-LAB functions. The software computes co-occurrences (square matrix) or occurrences (rectangular matrix) patterns, analyzing the relationships between LU and CU. While co-occurrence matrices refer to the number of times or frequency two or more LU are simultaneously present in the same portion of text, occurrence matrices refer to the number of times or frequency a given LU is present (occurs) within the entire corpus or one of its portions (CU). In particular, two different types of analyses were run, i.e., elementary context analysis and specificity analysis.
Elementary context analysis
This analysis is based on the co-occurrences logic and aims to identify the main concepts and themes that serve to organize the entire corpus and its CU. More specifically, the elementary context analysis provides a representation of the corpus main contents by generating a few thematic clusters. Clusters are obtained by transforming the text in a presence/absence matrix in which rows are constituted by CU (the two subsamples: Italian therapists and American therapists), and columns are constituted by code categories within the text. Variables and categories contained in the same cluster occur with the highest probability in the same text portion. Clustering is determined according to the maximum similarity with the cluster center so that all the elements within each cluster are maximally similar among themselves (within), while bearing the highest dissimilarity with elements in the other clusters (between). This first analysis provides two kinds of outputs: (a) smaller text portions or clusters, each constituted by a homogenous set of keywords and variables with their respective chi square values (generally, T-LAB applies this test to 2 × 2 tables; then the threshold value is 3.84 [df=1; P<.05] or 6.64 [df=1; P<.01]); (b) a graphic factorial representation showing the position of the variables and clusters with respect to one another. This analysis allowed us to identify the main themes or categories organizing the text as well as to check whether Italian and American therapists fell into different clusters, indicating that they had different perceptions of stepfamilies. 
Specificity analysis
This analysis draws on the logic of occurrences and enables the researcher to check which LU (categories in our case) are typical (i.e., over-used) in a corpus subset (CU), comparing it with another subset. Typical LUs that are over-used in a given portion of text are calculated using chi-square test. In this case, we compared the categories used by the therapists in the Italian subset to those used by the therapists in the American subset in order to determine the differences in the two subsamples. This process allowed us to verify whether Italian and American clinicians used different categories in conceptualizing stepfamilies. The output of this analysis is a table reporting the following data: (a) a list of the over-and underused categories within each corpus subset; (b) their chi square values; (c) the number of times each category was used within each subset; and (d) the number of times each category was used in the whole text.
Results
Sample characteristics of the Italian and American therapists
After having been corrected for multiple testing using the Holm-Bonferroni method, first-level results did not show any significant differences between the Italian and American therapists in terms of (a) P=.58, g=.07) . Results of the independent samples t-tests proved to be significant only with regards to the number of stepfamily cases seen in the past year; more specifically, American therapists were found to have seen more stepfamily cases in the past year (M=13.6, SD=22.73) when compared to their Italian counterparts (M=5.3, SD=7.34), t(47.35)=-2.41, P=.008, g=.63. Moreover, while more than half (53.3%) of the American clinicians stated to have a specific model for treating stepfamilies, the same is true for only 33.6% of the Italian clinicians and such difference is statistically significant (χ 2 = 5.45, P=.03, r=.18).
Content analysis
As anticipated, a total of 120 categories were created to code the answers from Italian therapists, whereas 67 categories were created for the answers given from American therapists. Categories created for the classification of Italian data only partially overlapped (N=49) with those that emerged from the American data. Thus, 18 extra categories were purposively created for the American responses. Altogether, irrespectively of nationality, the categories were 138 (49 of which, as explained, being in common between Italian and American therapists).
Interrater agreement
There was a good level of agreement between coders for all the variables in the Italian responses to the openended questions, as all alpha values were higher than the acceptability threshold, conventionally fixed at .667 (Hayes & Krippendorff, 2007) . Alphas ranged from .71 (question 4) to .85 (question 5). For the American sample, question 4 resulted in an interrater reliability (alpha) coefficient slightly lower than the desired .667 (α=.61), but adequately close to the level of acceptability to be considered valid. The values for all other answers were above the acceptability limit, ranging from .70 (question 2) to .84 (question 3). Collectively, these results confirm the validity and internal coherence of the categories found.
Elementary context analysis
As noted earlier, the elementary context analysis generates clusters composed of words and variables that refer to a homogeneous theme. Here, this analysis aimed at checking whether the responses of Italian and American therapists fell into different clusters, as this would imply that therapists in the two groups use different keywords and statements to describe stepfamilies and their job as therapists. The categories emerged through the content analysis were inserted in T-LAB (Lancia, 2004) , together with certain variables: Nationality (with two modalities, i.e., 1=Italian; 2=American); years of experience (with six modalities, i.e., SFEXP_1: ≤ 1 year experience in treating stepfamilies; SFEXP_2: 1-5 year experience; SFEXP_3: 6-10 year experience; SFEXP_4: 11-15 year experience; SFEXP_5: 16-20 year experience; SFEXP_6: ≥ 21 year experience); specific training for treating stepfamilies Even if these four variables were inserted in the analysis, we will mainly discuss results regarding the variable nationality and-to a lesser extent-open-ended question number since the other covariates do not play a significant role in the cluster formation, as clearly shown in Figure 1 , where they all appear to be concentrated in the center of the factorial space, thus evidencing their non-discriminant power.
T-LAB first generated a four-cluster solution, one of which only accounted for 1.72% of the variance. For this reason, a more parsimonious three-cluster solution was created. Figure 1 shows the graphical distribution of the clusters and variables in the factorial space.
Cluster one (31.47% of the total variance): Families in therapy
The categories contained in Cluster one do not refer to stepfamilies, but more generally to those characteristics that may facilitate or hinder treatment with both firstunion families and stepfamilies (Figure 1) . The variables that mostly feature this cluster-with moderate-to-large effect sizes-are question four (QTION_4, χ 2 (1)=19.75, P<.01, r=.34) and five (QTION_5, χ 2 (1)=5.08, P<.01, r=.17) which gave therapists the chance to discuss the characteristics that, respectively, may facilitate or hinder the therapeutic process in a broader sense. The lemmas in this cluster are not characteristic of a specific subsample, they rather refer to the representations about therapy that are shared by both Italian and American therapists. In particular, (a) the underestimation of the complexity of treatment ( (1)=5.18, P<.01, r=.24). As shown in Figure 1 , the variable Nation_1 (χ 2 (1)=9.15, P<.01, r=.23), referring to the Italian therapists, falls in this cluster. Even though the correlation value indicates a moderate effect size and thus caution is required, this result suggests that Italian participants described their work with stepfamilies using words that are related to their personal and professional skills together with the actions and techniques they use in therapy to a greater extent than their American counterparts. 
Specificity analysis
T-LAB was also used to perform a specificity analysis on each of the corpus subsets (Italian vs. American therapists). The aim was to determine which categories are predominantly used by each of the two subgroups. This allowed us to explore the differences in the terms used by the therapists and thus the differences in their concept and representation of stepfamilies and stepfamily therapy. Let's recall that this analysis creates two list of categories, one showing the over-used specificities, or the categories that are predominantly used in a given subset, and the other showing the under-used specificities, or the categories that are least used in the same subset. These results appear in Tables 1 and 2 showing the categories that are over-and under-used by the Italian and American therapists, respectively. In addition to reporting chi-square values, the number of times each category is used in the subset (SUB) as well as the number of times the same category is used in the whole corpus (TOT) are reported.
Compared to their counterparts, Italian therapists used words related to a rather limited number of categories (five in all), whereas the responses of the American therapists appear to be broader (14 categories) and refer to different underlying concepts and ideas.
By comparing Tables 1 and 2 we can immediately acknowledge that, while the categories used by the Italian subgroup were generic and could easily be adapted to any client, those used by Americans referred to specific and distinctive features of stepfamilies. Table 2 , American therapists seemed more aware of the specific problems and issues that stepfamily members may encounter and that this type of understanding may affect treatment. For example, they made reference to (a) the presence of different cultures, habits, and stories that need to be negotiated in a newly formed stepfamily; (b) the presence of conflictual relationships between former partners-a typical stepfamily characteristic that may bring members into therapy; along with (c) the presence of powerful and unrealistic expectations and fantasies about an easy transition and instant love between all members. Moreover, American therapist made reference to their awareness of stepfamily dynamics, having lived in one themselves, a category that was not mentioned by Italian therapist (see, again, Tables 1 and 2 ). Therapeutic actions that were commonly reported to be effective for treating stepfamilies, such as trying to integrate and create a common ground between subsystems along with the need for a specific and continuous training (i.e., seminars and training on stepfamily issues), were also mentioned by American therapists only.
In addition to being less specific about stepfamily dynamics, Italian therapists were more self-focused, primarily referring to their theoretical orientation and the importance for clinicians to maintain a positive attitude towards the clients, then listing the lack of commitment and hope towards therapy as the main problem hindering the process (Table 1) . Two out of the three categories listed in Table 1 are therefore focused on therapist role rather than on family. Comparatively, only four categories of the 11 most used by U.S. participants pertain to the clinician, and they refer to: (a) the need to keep updated through receiving training or attending seminars on stepfamily issues; (b) the need to be supervised by a senior colleague; (c) the awareness of stepfamily dynamics due to having lived in one; and (d) the technique of integrating the various stepfamily subsystems. It is noteworthy that three of the four categories mentioned above (i.e., seminars and training on stepfamily issues, being the therapist a member of a stepfamily him/herself, and integration of the stepfamily subsystems) are clearly connected to stepfamilies, whereas this was not the case for any of the categories resulting from the specificity analysis with the Italian participants, who, again, referred to more general, all encompassing aspect of their work (see, again, Tables  1 and 2 ). Working with stepfamilies 
Discussion
In the current study, we discussed the representations that a group of American and Italian clinicians hold about stepfamilies as well as the challenges faced when working with these families, including the resources used to optimize treatment and the obstacles hindering the therapeutic process. This exploratory study offers some preliminary considerations with regards to two separate realms: The cross-national comparison and therapy with stepfamilies.
Although no difference was found between the two samples in terms of clinical experience, results show that, compared to Italian therapists, American therapists have seen a greater number of stepfamily cases in the past year. While such difference may be partly due to the time-limited nature of therapy in the U.S., as it is often paid by insurance companies, American therapists are also more likely to have seen stepfamily members due to their greater prevalence among the U.S. population (U.S. Census Bureau, 2012) . Not only are Italian stepfamilies less common and therefore rarer to be seen as clients in therapy, they might also often not be recognized (Vetere, 2017) both because of the stigmatization that leads their members not to mention they are part of a stepfamily as well as due to the well known bias according to which we (common people and therapists alike) are drawn to discard specificities in order to form general ideas while trying to accommodate new information into already existing schemas (Lord, Ross, & Lepper, 1979) and therefore tend to consider stepfamilies as more similar than different from other family forms.
Another important difference between the groups is that more than half (53.3%) of the Americans stated that they used a specific intervention model in their work with stepfamilies compared to only about one third (33.6%) of the Italians. It may be that these differences are the result of the unique educational paths and professional training that clinicians receive in the two countries. While after having been trained in a single theoretical model (e.g., psychodynamic, cognitive-behavioral, relational, systemic) for four years after graduation in order to become psychotherapists, Italian clinicians tend to give greater emphasis to their orientation, Americans are licensed to practice psychotherapy throughout multiple pathways and are exposed to different theoretical orientations. Within such a broad and variegated context, American therapists in our sample might have felt the need to narrow down their competencies to gear them to the specific needs of stepfamily members. Moreover, on a more general level, not only do American clinicians start practicing earlier in their education (often as part of a Master's degree program) and have more opportunity to learn in their internships, they are also more frequently exposed to specific models based on research outcomes rather than a theorybased approach. Thus, the two countries hold different professional training cultures; the American training culture is more context-specific and problem focused whereas the Italian training culture is theory driven. From a wider perspective, this dissimilarity between Italian and American therapists might also reflect a difference between the two cultures in general. Americans are more practical and oriented toward action, whereas Italians, and Europeans in general, are more focused on reflection and epistemology (Flamm, Lachs, & Skowronski, 2008) . While such explanation for the observed differences between the two groups appears to be logical and culturallyinformed, it has to be retained as a hypothesis as alternative interpretations of results are possible and further research is needed. For example, the lack of specificity in the Italian therapists' representations of stepfamilies might be due to the paucity of research addressing the topic. Among the available research, theoretical studies are usually not appealing to practitioners due to the lack of immediate implications for clinical practice and the massive use of research jargon (Bondi & Fewell, 2016) . On the other end, studies reporting clinical cases often lack the necessary information to be generalized. This issue brings back the longstanding matter about the existence of a gap between research and clinical practice.
The outlined differences in the education and training received by these two groups of therapists likely affect the way they work with and perceive stepfamilies. In this respect, results showed a difference with reference to the capability of recognizing and being aware of the specific stepfamily dynamics. In particular, American therapists listed many specific stepfamily characteristics, whereas Italian therapists described stepfamilies in more generic terms, often overlapping them with first-union families. In their understanding of stepfamilies dynamics, Italians focused on categories that, in many cases, might be suitable for all families (see Cluster 2 and Table 1), whereas Americans reported more distinctive features of stepfamilies (see Cluster 3 and Table 2 ).
Clearly, our results suggest that the American clinicians who took part in this research were more accustomed to stepfamilies and more keen to recognize their clients' problems as connected to being in a stepfamily. In particular, American therapists were more likely to highlight issues of loyalty, complexity, and the expected tensions with former spouses-all features considered as unique to stepfamilies by the international literature on the topic (e.g., Cartwright & Gibson, 2013; Ganong et al., 2002; Hetherington & Stanley-Hagan, 2002; Stewart, 2005) . Conversely, Italian therapists were less likely to comment on specific characteristics and issues brought up in stepfamilies being, on the contrary, more focused on themselves. More specifically, Italian therapists assign more importance to their role as therapists, focusing on their need for theory and general techniques as well as on their own attitude towards their clients. Even if they focus on themselves as clinicians, Italians did not report using specific techniques to treat stepfamilies. In part, this lack of specificity may also be due to the greater stigma still attached to divorce and remarriage in the Italian culture (Bogliolo & Bacherini, 2010; Hantrais & Letabiler, 2014) , as well as to the, above mentioned, infrequent occurrence of remarriages and formal co-habitations in Italy (ISTAT, 2015) . Along with nationality, the variable question number has the most significant role in the clusters formation, while other covariates (e.g., years of experience, theoretical orientation, specific model) do not appear as influence factors shaping the clusters. While these results reinforce our hypothesis that Italian and American therapists are indeed different in terms of their representations of stepfamilies, it has to be acknowledged that what mostly shapes the clinicians' answers are the questions themselves, thus indicating both the clarity of the questions as well as the compliance of both the Italian and American clinicians to the task.
Besides the above mentioned differences, both the American and Italian participants seem to agree on some factors that may help or hinder the therapeutic process. These factors are not specific to the treatment of stepfamilies, but they are key in determining the success or failure in any treatment. For example, the lack of commitment towards therapy along with the underestimation of the potential effort required are known to significantly affect the therapeutic process (e.g., Bachelor, Laverdiere, Gamache, & Bordeleau, 2007) . Parental competence and social support by extended family and friends also appeared among the categories conceived as most important by therapists in our subsamples and are found to be positive characteristics helping families overcome critical moments (Couchenour & Chrisman, 2016; Hogan, Linden, & Najarian, 2002) .
Implications for practice and limitations
American and Italian therapists appeared to focus on different characteristics and made reference, at least partially, to different categories and representational domains when thinking of stepfamilies. The focus on oneself as a therapist and one's theoretical orientation model may overshadow the importance of having a specific model for the treatment of stepfamilies. Given the emphasis on theory during their training as psychotherapists and the simultaneous lack of national studies addressing stepfamily issues, it is not surprising that, when faced with the complexity and volatility of such families, Italian clinicians tended to hold on to that model. However, while having a solid theoretical ground is undoubtedly crucial, Italian therapists may run the risk of loosing sight of the stepfamily peculiar issues and be self-reinforced in the idea of the adequateness of a one size fits all treatment. In their overlapping stepfamilies and first-union family functioning, the Italian therapists in our sample seem to fall victim of the same pitfalls stepfamily members usually face. The adoption of a nuclear family ideology (Ganong & Coleman, 2016) on the therapists' side may have profound effects on their practice as it may lead them to stigmatize or further marginalize stepfamily members.
We suggest that Italian therapists may benefit from psychoeducational programs in order to be able to cascade their knowledge to stepfamily members; as a matter of fact, psychoeducation is reported to aid normalization and decrease the feelings of isolation often reported by stepfamily members (Papernow, 2015) . Moreover, programs designed for Italian clinicians should promote a more extensive awareness of the unique stepfamily dynamics and the suitable techniques to treat their issues, as both are known to promote therapeutic success and satisfaction from the perspectives of both therapist and family members (e.g., Browning & Artelt, 2012; Gurman, 2008) .
Contrarily to their Italian counterparts, American therapists not only endorsed the peculiarities and complexities of stepfamilies more frequently, they also seemed to hold a more realistic view of these family systems, being able to detect their resources and, most of all, the struggles they face. However, this focus on the client may result in taking a less reflective stance and in a lack of awareness on how one's personal and professional style may affect therapy. While an attention towards the specific characteristics of stepfamily intervention has been documented to reduce dropout and increase commitment (Gurman, 2008; Pasley, Koch & Ihinger-Tallman, 1994) , there may also be a downside to over-specialization. If one is too focused on the unique aspects of a family, he or she might lose sight of the features they have in common with other family forms and with families in general, thus leading to further marginalization as well as to a lack of awareness of the common factors at the basis of any therapeutic job (Sprenkle & Blow, 2004) . In line with these findings, we suggest that programs in the United States should focus more on enhancing the therapists' ability to reflect over their own practice and the actions undertaken during therapy as well as underline the similarities between stepfamilies and other family forms. Therapists' awareness of the non-specific factors influencing the therapeutic process may actually lead to more positive outcomes and to greater client satisfaction and compliance with treatment (Beutler et al., 1994; Elliott et al., 2011) . Therapists' training and continuing education programs should seek to assess and keep into greater account the therapists' representations and perceptions as these kind of programs have been found to have a much greater impact on actual practice (Casper, 2007) .
Conclusions
Even though we believe this study gives a unique insight on the therapists' perception of stepfamilies, we have to acknowledge the presence of several limitations. First, despite our attempt to discuss our results also in terms of the cultural differences between the two countries considered, cultural, political, religious, and ethnic variables might have an influence in explaining the differences in the wording and narratives used by the therapists in our sample. Therefore, any comparisons between the two groups should be considered as exploratory in nature and outcomes as suggestive at best. Moreover, the relatively small size of the two subgroups as well as the heterogeneity of the American subsample in terms of education, professional degrees, licensing, and training, together with its limited geographical and ethnical representativeness, limits the possible comparisons between the two countries as well as the potential generalizability of our findings. As already done in other similar studies (e.g., Percy et al., 2014), we did not attempt to control for such differences because we believe they strongly mirror the characteristics and educational pathways of the therapists in each of the two countries under analysis and therefore offer a rather representative picture. Even though such limitations suggest the need for a cautious approach to results interpretation and generalization, we believe that this first-ofa-kind exploratory study might provide useful information for future research.
